Thi s article describes the "parade" of current societal forces and health care trends which help occupational health nurses prepare to lead or participate with these changes. In the last several years, employers have attempted a variety of cost reduction measures which have had significant impact on the delivery of health care. While many of these innovative approaches have become standards in the industry, others have proven to be ineffective. These measures must be examined in order to understand the impact on delivery of health services at the worksite.
First, a review of recent literature and the comments of health economic experts provide a framework for describing current societal forces impacting the workplace and the effect of these forces on occupational health. Second, major health care This is the first ofa two-part article on Health Care Cost Containment. Part two will appear in the November issue if AAOHN JOURNAL. cost containment measures are discussed.
SOCIETAL FORCES
The Naisbitt group, a Washington, D.C. based business research and consultation group, has defined major transformations occurring now in society (Naisbitt, 1984) . Those with particular implications for health care providers are discussed below with their meaning for occupational health nursing.
Possibly the most important transformation is the shift from an "industrial to an information society" (Naisbitt, 1984) . For the first time in United States history, more persons work with information than work to produce goods. The explosion of scientific and technical information makes computer literacy essential for individuals who must process this information.
"High Tech/High Touch" (Naisbitt, 1984) represents the phenomenon which occurs when new technology is introduced. A natural response to high technology is to seek some counterbalancing human response or, if this is not available, to reject the new technology. The introduction of sophisticated technological equipment and procedures in hospitals influenced the development of primary nursing which is very "high touch."
The growing shift from a "national economy to a world economy" (Naisbitt, 1984) forces health care providers to think in global terms. Marshall McLuhan reminds us there, "Are no passengers on the spaceship earth. We are all crew." (Naisbitt, 1984) . A frightening example is a shrinking ozone layer which influences the weather and has world-wide economic and health implications.
Moving from "short-term to long-term thinking and planning" (Naisbitt, 1984) requires that one learn to clearly conceptualize goals and objectives. For the occupational health nurse this may mean shifting the focus of care from first aid and illness care to health promotion activities which ultimately result in decreased illness and health care costs. A sound theory base for practice supports the ability to develop and articulate long-term goals.
Society is increasingly moving from "institutional help to self-help" (Naisbitt, 1984) with the realization that institutions have not met needs for improved health, housing, and safe environments. Individuals are assuming a more active role in decisions about health care as well as participating in personal health activities such as diet or exercise.
A related change is occurring with the shift from "representative democracy to participative democracy" (Naisbitt, 1984) . Consumers are represented on boards of health care institutions as well as regulatory bodies. Employees are involved in quality work circles, and they are becom-ing better informed through such mechanisms as "right-to-know" legislation.
Communication is facilitated in the move from "hierarchies to networking" (Naisbitt, 1984) . Project teams composed of many levels of employees are often more creative and efficient than individuals working alone in a traditional bureaucracy. For example, successful implementation of the Hazard Communication Standard requires involvement of line employees, supervisors, purchasing department personnel, and health care personnel.
Finally, the explosion of choices or the change from an "'either/or' to a 'multiple options' society" (Naisbitt, 1984) forces health care providers to deal differently with clients. Women today have a wide variety of career and lifestyle choices which has resulted in increased vulnerability to stress-related illnesses. Individuals are faced with numerous choices in most aspects of living, including health care.
In an address to the American Nurses' Association 1986 Biennial Convention, Willis Goldbeck of the Washington Business Group on Health emphasized that companies are increasingly involved in health care (Goldbeck, June 1986) . As providers of insurance and benefits, companies have concern about spiraling costs and are taking active steps to reduce these costs. Many companies are shifting emphasis from health insurance to health promotion activities.
Additional factors are shaping the American workplace (Naisbitt and Aburdene, 1985) . Increasingly, employers compete for the best workers. With the shift to an information society, knowledge and creativity become key human resources. At the same time, the "baby bust" is predicted to create a shortage of workers. All the potential employees from now to the end of this century have already been born.
Demographics and other characteristics of the work force are also shifting. The white male is no longer a majority in the work force. More female workers are demanding such things as part-time or flexible hours, job sharing and child care facilities. Many of today's workers think work should be "fun" and value quality of life at work over other benefits. Characteristics such as entrepreneurism, intuition, and vision are valued by businesses.
Within companies several changes are resulting from these forces. "Top-down" management is giving way to networking management. Much of the work formerly done by middle managers is now computerized, and managers must now provide an environment that fosters the growth and development of employees. Corporate health issues are becoming more important in preserving the vital human resources of the company as well as containing costs.
IMPACT ON OCCUPATIONAL HEALTH NURSING
Information management is vital for all health care providers. Occupational health nurses must develop the skills, master the tools, and nurture intuition and creativity to deal successfully with present and future technology.
When new technology is introduced in the work force attention should also be given to human needs. For example, the occupational health nurse can help management plan a high touch response. On the one hand, workers may experience fear, hostility, feelings of loss of control and intimidation as high tech equipment is brought in. On the other hand, workers may become so "addicted" to the machines they may forget to eat or take breaks. Physical hazards of technology include possible injury from robots or lasers.
Workers will experience stress from rapid changes in traditional work settings, from feelings of loss of control over newly mechanized jobs, and from requirements to think rather than act. By 1990, 80% of the work force will hold jobs requiring more thinking and decision making than traditional blue collar jobs require. The occupational health nurse can provide counseling, referral and/or stress management strategies for workers at all levels.
Occupational health nurses play crucial roles in health promotion and health care cost containment. The occupational health nurse provides direct care to the individual worker and must have the necessary knowledge and skills for health promotion. The occupational health nurse can also provide input at the corporate level and be involved in the design of policies and strategies which will provide quality costeffective care. The ability to participate in effective decision making is enhanced by knowledge of major trends in the health care arena.
MAJOR APPROACHES-HEALTH CARE COST CONTAINMENT
Prepaid Health Plans, known most commonly as Health Maintenance Organizations (HMOs), are generally believed to cost significantly less than fee-for-service insurance for corresponding coverage. HMOs can be either closed or open panel.
With the closed panel, the employee pays a preset amount and mayor may not be charged a small fee at each visit. Criticisms of this option have focused on the fact that individuals receive lower quality care, that practitioners are less likely to refer, and that comers are cut to increase Occupational health nurses must develop the skills, master the tools, and nurture creativity to successfully deal with present and future technologies.
profitability. Studies show that most of the population served by the HMO is basically healthy. One author has hypothesized that, "HMO physicians treat the well and transiently ill less extensively, while treating the chronically ill in a fashion similar to that of fee-for-service providers" (Yelin et aI, 1985) .
The Upen Panel HMO, also known as the Independent Practice Association (lPA), establishes a relationship with physicians in private practice to provide care for members for a set fee. These physicians usually also have private patients for whom they provide fee-for-service care. Critics of this plan charge that the physician is likely to feel pressure to limit the amount of care in order to reduce expenses and protect income ("Health Care and Cost," 1986).
A recent report from American Medical News indicates a downward trend in enrollment in state HMOs in the Minneapolis-St. Paul area. This is particularly significant since Minneapolis-St. Paul has been a nationally recognized leader of the HMO movement since the early 1980s. The downward trend has been attributed to the development and competition of "hybrid plans, " which provide the attractiveness of many different plans at reduced premiums (Scheier, 1986 ).
There has also been some suggestion tual J..lIVIVL) a.l"""', 111 .1'1""'1., IJ..lV.L _ _ n.t'-u~ive than other alternatives (eg, self-funded programs). This is an issue currently under study. A much discussed alternative is the Preferred Provider Organization (PPO), which provides health care services at discount. The organization contracts with health care providers for an agreed upon list of fees for any services provided (including both complex and unusual activities). The employee is then provided care from that group of preferred providers at the contracted rate of pay ("Health Care and Cost," 1986). Some PPOs have begun to use diagnostic related group (DRG) payment schedules as criteria for determining a reasonable and appropriate fee (Rice, de Lissovoy, Gabel, Erman, 1986) .
In 1985 less than 0.5% of the U.S. population was being served by PPOs. Initially, people were hesitant to enroll and there was some delay in contracting with low cost providers. In addition, there were control problems with utilization review. Less than one half of the PPOs had developed criteria for the essentials of utilization review-concurrent review, preadmission certification and retrospective review. It was declared that PPOs, "Playa more prominent role in health care policy debates than in the delivery of health care" (Gabel & Ermann, 1985) .
However, a February 1986 report indicates there has been a significant move toward PPO utilization. The entry of Blue Cross/Blue Shield into the PPO market has contributed to an increase in PPO popularity. "It is evident that hospitals are still major sponsors of PPOs with one-third of all eligibles [to select PPOs], but Blue Cross/Blue Shield plans are catching up with almost 30% of the total market" (Rice et aI, 1986 ). In addition, there has been a substantial increase in the use of utilization review. In fact, utilization review was identified as the most significant factor in cost containment (Rice et aI, 1986) .
Many communities have developed Cost Containment Coalitions. The major impetus for the development of these coalitions is utilization review. Community groups and employers band together to create mechanisms through which employees seek preadmission certification for elective hospital admissions. Coalitions also provide the opportunity for discussion of individual innovative programs and implementation of community-wide health promotion programs. They provide a forum for sharing problems and a rich resource for participation in solving common problems.
Health Care Networks have taken many forms. One example is insurance companies banding together to establish contractural arrangements with hospitals, physicians, and other health care providers that have demonstrated records of quality care from a cost effective framework. These providers give care to enrollees of the Network Plan. The eventual impact of this kind of effort could be staggering. In late 1985, one group already had seven major insurers involved, with plans to increase to ten carriers by late 1985. By 1988 this group plans to have networks of providers in at least forty cities across the United States ("Seven insurers," 1985). The development of another type of health care network is seen in the collaboration of employers and insurers who aggressively seek cost comparisons of hospitals and individual providers. Employees are then "steered"--either directly or indirectlytoward the most cost effective, high quality care avenues.
The popularity of Self-Funded Insurance has allowed many companies to become their own insurance carriers. Individual or aggregate stop-loss insurance has made the self-funded approach more attractive to both large and small companies (less than 500 employees). A recent study by The Wyatt Company reports tht "75% of employers with between 7,501 and 10,000 employees self-funded their health care plans in 1984 , up from 25% in 1980 and 43% in 1982 ." (Geisel, 1986 . In addition to the availability of coverage, other factors have encouraged stop-loss companies to attempt a more non-traditional alternative. In 1985 the United States Supreme Court ruled that employers did not have to comply with individual state laws which dictate minimum benefit requirements. Another attraction of selffunding is that self-funded insurers are exempt from state premium taxes which can average 2% to 3% (Geisel, 1986) . Companies have found that self-funding enhances creativity for cost saving. Costeffective on-site health care services can be provided to complement coverage provided by the company designed health plan.
Experimentation with DRGs in the private sector began in the early 1980s. Hewlett-Packard initiated "global payments" that identified set fees for two procedures (hernia and gall bladder operations). The rates were established for provision of total care. Other insurers began to negotiate for DRG fees in an effort to determine whether they could be implemented in the private sector ("The Corporate Rx," 1984).
The popularity of Self-Funded Insurance has allowed many companies to become their own insurance carriers.
Other major approaches have incorporated both benefit schedules and cafeteriastyle benefit selection into existing health care plans. The benefit schedule allows coverage for an identified amount--either by actual dollar amount or percentage of total cost. The client may choose the provider but then absorbs any difference in cost. This type of coverage is often seen in dental health plans. The cafeteria-style selection allows the employee to choose coverage and then pay according to the coverage chosen.
SPECIFIC MEASURES
In addition to attempting a variety of major approaches, many specific measures have been identified in an effort to further reduce health care costs. Among these is the use of increased deductibles. In theory, the increased deductible decreases the incentive to get treatment for minor health problems. Added to the saving from actual treatment cost is the savings in reduction of administrative costs which result from handling small claims. Employees are enticed to choose increased deductibles with lowered premium payments.
At least one author believes that the most effective way to control health care costs is to increase deductibles to the level of $500 to $1,000. The concept is sup-ported by a, "Recent Rand Corp. study (which) has shown that those who are fully insured spend 50% more than those who are uninsured for their first $1,000 of health care" (Herzlinger, 1985) . Critics point out a major drawback is that so~e people will be prohibited fr~m seeking needed health care, which w111 result 10 higher long term health care costs. Interestingly, a recent study found that cost sharing (ie, deductibles) does not selectively reduce inappropriate hospitalization (Siu et al, 1986) .
Utilization review has become a major area of focus in health care cost containment. Some analysts say utilization review is working, but, "not because hospitals are ordering fewer tests for hospitalized patients . . . but because fewer people are going to the hospital and those going are leaving sooner ... " (Davis, Anderson, Renn, Rowland, Schramm, & Steinberg, 1985) . Publicity and increased public awareness about DRGs and health care cost containment may have influenced the attitudes of the public and health professionals. An interesting development is the trend in this country to provide protection for health care providers against legal action arising from utilization review decisions.
Second surgical opinion is an area still under much discussion. Although utilized vigorously by many insurers, blanket use of second surgical opinion is not cost effective, according to some critics. Some insurers require second opinions only for specific surgeries while others require second opinions for all elective surgery. The verdict is not in on whether requiring second opinions is cost effective or merely cost additive.
In recent years there has been a major push toward hospital bill auditing. An Equifax study reported 97.2% of hospital bills in 1984 and early 1985 had errors. The most common reason cited as the cause of the problem was human error (Kimbrough, 1985) . Auditing costs are determined from a variety of techniques, which may include a flat fee or a predetermined percentage of the amount saved.
A major focus on providing care in "out of hospital" settings has resulted in employers/insurers offering incentives for employees to choose community-based facilities that either reduce or eliminate the need for hospital stays. These settings include, but are not limited to, birthing centers, community-based hospital programs, home health agencies and ambulatory and surgical care centers.
An innovative trend is the individual case management by nurse consulta.nts who are employing community health nursing concepts. Traditional concepts have been enhanced by a deliberative collaboration that guides the client through the most cost effective, high quality care route. These consultants provide clients with prehospital education. They promote shorter hospital stays using less costly transitional care facilities and existing community-based resources as needed.
Programs at the worksite, which are health promotion focused, can be effective cost containment strategies. The second article in this two-part series presents a cost effective model program.
